Nature of the data The data reported are from white men only, aged 30 to 59 on admission to their respective studies. All subjects were considered free of clinical coronary heart disease on entrance into the study, but there were no exclusions because of other problems in health, including diabetes. All were followed for ten years respectively, and records obtained of impairments of health with especial emphasis on heart attacks, cerebrovascular episodes, and deaths from all causes. Because of the size of the joint study, it will be noted that in some categories complete data are not as yet available, and this report should be considered as a first report, to be followed by more detailed analyses.
The blood pressures were those obtained in the left arm at the beginning of the physical exaniination with the subject seated, with the exception of one study in which, if an elevated blood pressure was found, the lowest of three blood pressures taken at the initial examination were used. Only the diastolic values will be used in the analyses. In divided into three roughly similarly sized groups by relative weight by using cut-off points of i Io and I 2I. The obvious and consistent increase in the frequency of higher levels of diastolic blood pressure with increases in relative weight is shown.
Deaths from all causes The rates of death per io,ooo from all causes by age and diastolic blood pressure are shown in Table 3 Deaths from coronary heart disease The deaths from coronary heart disease were classified into sudden (143 cases) and nonsudden (70 cases) and are listed in Table 4 . For purposes of this study a sudden death was diagnosed when the individual was not known to have had prior coronary heart disease and died within 3 hours of the onset of acute symptoms. An additional group of 50 coronary deaths with final illnesses of as yet uncertain duration are not included in these computations but are included in Tables 5-8 under total coronary events. At all ages and at essentially all blood pressure ranges, sudden death as defined was more common than nonsudden death. Again, the numbers in the thirties are relatively few and are statistically not significant. In the two older age groups, however, we find a strong association of sudden death with the highest diastolic blood pressure values. This is less impressive among the non-sudden deaths, although the trend at all ages favours a positive association with the more elevated diastolic blood pressure readings.
Non-fatal myocardial infarctions and deaths from coronary disease Table 5 combines non-fatal myocardial infarctions (325 cases) and deaths from coronary disease, including sudden deaths, to give a picture of all major coronary events. In all age groups there is a progressive increase in the incidence rates with rises in the diastolic blood pressures. Blood pressures in the range 85 to 94 mm. Hg were associated with an excess morbidity and mortality from coronary events, as compared with blood pressures below 85. The range of risk from the lowest to the highest diastolic blood pressure group was over tenfold in the thirties, more than threefold in the forties, and more than twofold in the fifties.
Blood pressure, age, coronary events, and other factors It is possible to use the pooled data to combine the blood pressure findings with other factors to assess the consequences on cardiovascular health, although here, as the number of subjects in each category is smaller, individual rates become less meaningful and trends only should be emphasized. In terms of non-fatal myocardial infarctions and coronary deaths combined, the men whose serum cholesterol concentrations were 255 mg./ioo ml. or greater had higher rates, at all three age groups, than did men with cholesterol concentrations less than 255 mg./ioo ml. (Table 6 ). The rates were generally higher in those with mild hypertension than in those with the lowest diastolic values: however, in the two older decades in the subjects with the most severe hypertension the attack rate appeared independent of the cholesterol value. When the habit of cigarette smoking at entry into the studies was considered (Table 7) , without regard to the number of cigarettes smoked, a trend in incidence proportional to diastolic pressure is seen whether the subject was a cigarette smoker or not. Also, in general, at any diastolic blood pressure non-cigarette smokers fared better than smokers. At the highest blood pressure level the additional liability imposed by the cigarette habit was less striking and no effect at all could be demonstrated in those beyond Risks of mild hypertension: a ten-year report 1Ig (Table 8 ). The differences in the rates of coronary events at the four blood pressure levels between those with relative weights of I 2 i or more and those of less than i 2 i were modest in the thirties and forties, in favour of those nearest the recommended weight, and the differences ceased to exist in the fifties. Using the presence or absence in the electrocardiograms of S-T junction and segment depressions and T wave abnormalities (Minnesota codes 4-I, 4-2, 5-i, and 5-2) in the absence of ventricular conduction defects, it was observed that the existence of such abnormalities was clearly unfavourable at all age levels. Table I0 shows that in middle and older age an association between the diastolic blood pressure, including mild hypertension, and cerebrovascular events is apparent. It was also found that there was no consistent difference in the incidence of cerebrovascular episodes within the four diastolic blood pressure categories in terms of high (255 mg./IOO ml.) serum cholesterol concentrations as compared with lower (less than 255 mg./ioo ml.) values.
Discussion
It may be seen from the data from this io-year co-operative study that the occurrence in men of diastolic blood pressures between 85 and I04 mm. Hg as encountered in a health survey Hg -are associated with higher total death rates, more deaths from coronary disease, more non-fatal myocardial infarctions plus deaths from coronary disease, and more cerebrovascular episodes. The presence of high serum cholesterol concentration and the use of cigarettes increases the risk of non-fatal myocardial infarctions and coronary deaths at essentially all blood pressure levels. The deleterious influence of mild elevation of diastolic blood pressure is most conspicuous in men in the fifties, and is relatively modest in men in their forties; it is also present in men in the thirties, although here the relatively small number of subjects makes the data less meaningful. The factors of age and years of exposure to a level of pressure in the peripheral arterial circulation are thus important.
There are other risks of mild hypertension needing mention. The patient with mild hypertension is rarely motivated to undertake or pursue treatment as he usually feels entirely well. The physician often evades a diagnosis of mild hypertension by recording blood pressures just below 'significant' levels. Further, he all too often evinces little or no interest in initiating screening for curable hypertension, in instructing the patient in the need for long-term care, and in following the patient with adequate regularity.
It is not too much to say that the diagnosis, study, and treatment of mild hypertension in young and middle-aged adults constitutes one of our greatest health challenges today.
